According to available literatures, one case of recurrent melioidosis has been reported in Thailand as a complication of AIDS. The patient was a German homosexual male who had been living in this country for more than 10 years (8) and showed a fatal course with interstitial pneumonitis.
Ubon Ratchathani province is an endemic area of both tuberculosis and melioidosis. The province is a major supplier of labors to Bangkok. These facts led us to a preliminary survey on interrelated epidemiology of HIV-infections, tuberculosis, and melioidosis in Ubon Ratchathani province.
Blood specimens were obtained from culture-positive TB patients and X-ray diagnosed or clinically suspected TB cases who visited 7th Zonal TB Center in Ubon Ratchathani. The specimens were assayed for HIV antibodies after completion of the other clinical tests. Patient-identifying information was removed from the specimens before HIV testing so that the results could not be linked to individual patients.
The specimens were then sent to NIH for confirmation of HIV antibodies. In Sappasitthiprasong Ubon Hospital, various clinical specimens were obtained from bacteriologically confirmed patients of melioidosis including sera, sputum, throat swab, urine, pus, and bacterial isolates. They were sent to NIH for the bacteriological and serological confirmation of melioidosis and for serology of HIV-infections. In case of pulmonary melioidosis, the sputum specimens were subjected also to the staining for acid-fast bacilli. In NIH as Central Reference Laboratory, serotesting for HIV-infection is routinely performed in three steps, first by ELISA, then, if necessary, by IFA and western blot. The serum specimens sent from Ubon Ratchathani were processed according to this confirmation system. ELISA was conducted with a commercial kit, Wellcozyme HIV 1+2 (Wellcone Diagnostics, Darfors, England DA 15 All).
IFA was carried out with slide kits prepared in NIH. and II, the seropositive rate of HIV-infection was 0.73%. On the other hand, the seropositive rate of 5.0% for P, pseudomallei infection was lower than the general population of the province as represented by healthy blood donors (29%) (9) and confirmed our previous observations (10).
Our present attempt is only the beginning of such survey in a selected area. The survey should be continued long enough to play a sentinel role for the whole country.
Because of the still limited number of available subjects, it will be early to say something conclusive concerning the interrelated epidemics of tuberculosis and HIV. However, the fact that the dual infections were discovered in such small groups, if any, may encourage our further survey along this line.
In the United States, a recent serosurveillance for HIV-infection in the patients of selected 20 tuberculosis clinics (1988) (1989) reported that the total 3,077 specimens were tested to reveal the median positive rate of 3.4% (range 0 to 46.3%), being higher in the North and Atlantic coastal areas (1). Another survey (2) informed that at least 4% of AIDS patients in the United States had been diagnosed as tuberculosis. From the epidemiological information, four HIVseropositives out of 551 clinically and culture-positive tuberculous cases in our survey would not be a small number, if not large.
The national surveillance reports (11, 12) of tuberculosis in Thailand show that, though tuberculosis morbidity rate per 100,000 in Thailand decreased down from 89.23 in 1977 to 30.74 in 1986, the mortality rate has still remained at the level of around 10 per 100,000 in the past several years. The actual number of tuberculous patients may be much larger if more detailed surveillance is performed. In Ubon Ratchathani province, tuberculosis morbidity rate has been three to four times as high as the rate of the whole country in the period from 1981 to 1987.
